
and a loop of jejunum. Several cases are recorded
in which this mistake has been made, and it is there-
fore necessary to emphasize the importance of an

examination of the whole stomach up to the cardiac
orifice in every case, no matter how obvious the
diagnosis of " dilated stomach " may have seemed.
In many cases of hour-glass stomach no single

operation will suffice to relieve the symptoms. This
is duo to the fact that where a stricture is present
in the body of the stomach a second stricture near
the pylorus may also be found. If there be any
dilatation of the pyloric complement a constriction
¡if, the pylorus or in the duodenum will certainly be
found. This dual stenosis, which has not received
adequate attention from any writer, accounts for the
lack of permanent improvement seen in many of the
recorded cases. If in such circumstances a gastro-
enterostomy is performed between the cardiac pouch
and the jejunum, the pyloric pouch becomes a reser-

voir, incapable of efficient emptying, wherein food
lodges anel becomes sour. Symptoms of stasis are
then observed, acid, bitter eructations, occasional
vomiting, a sense of heaviness and heat at the epi-
gastrium, and distaste for food, and, as in a case
recorded by Terrier, a second operation is necessary.
If a gastroplasty is performed the stomach cannot
empty itself because of the pyloric stenosis, and the
symptoms are. unrelieved. Such a condition of
double stenosis can therefore only be adequately
treated by the performance of two operations at the
same time, gastroplasty and pyloroplasty, gastro-
plasty and gastro-entcrostoiny from the pyloric
pouch, gastro-gastrostomy and gastro-enterostomy,
or a elouble gastro-enterostomy, a loop of jejunum
being opened at two points,

—

at the upper into the
cardiac pouch, at the lower into the pyloric.
The following are the operations that may be

practised: (1) Gastroplasty; (2) gastro-gastros-
tomy or gastro-anastomosis ; (3) either of the fore-
going, with gastro-enterostomy from the pyloric
pouch, in cases of dual stenosis; (4) gastro-enter-
ostomy from cardiac pouch, when the pyloric pouch
is so small that it can be ignored ; (5) gastro-enter-
ostomy from both pouches ; (6) partial gaslrectomy.
The operation selected will necessarily depend

upon the condition which is found. Thus I per-
formed : Gastroplasty alone in Cases 1, 2, 3, 5,11 ;
gastro-enterostomy alone in Cases 6, 7, 8, 9 ; gastro-
plasty and gastro-enterostomy in Cases 12, 13;
gastro-gastrostomy alone in Case 4 ; gastro-gastros-
tomy and gastro-enterostomy in Cases 14, 15.
Partial gastrectomy is the operation of choice in

cases of malignant stricture in the body of the
stomach. Gastroplasty was first performed by
Bardeleben in 1889 ; later by Kriie'kenberg, Doyen
and others. Gastro-gastrostomy was first per-
formed by Wölfler in 1894. In 1895 F. Sedgwick
Watson performeel a gastro-anastomosis by folding
the pyloric pouch over the cardiac pouch, with the
constriction as a hinge, and uniting the apposée!
surfaces.
The number of cases upon which this paper is

based is as follows : Perforating gastric or duodenal
ulcer, 12 cases, 6 recoveries ; gastro-enterostomy
for chronic ulcer, etc., 70 cases, 1 death; pyloro-
plasty, 3 cases, 0 deaths ; hour-glass stomach, 15
cases, 3 deaths ; gastroplication, 1 case, recovered ;
excision of ulcer for hematemesis, 1 case, died.

Reports of Societies.

TIIH SIXTH CONGRESS OF AMERICAN 1*11 YSI-
CIANS AND SURGEONS, HELD IN WASHING-
TON, MAY 12 AND 13, 190,'i.

(Concluded from No. 22, page 592.)

The president, Du. W. W. Keen, in the chair.

Second Day, Wednesday, Mav 13.'

The subject of this session was

The Medical ano Surgical Aspects ok the Dis-
eases oe Tim Gall Bladder and Bile Ducts.

Dr. John H. Mussek of Philadelphia read a papel-
ón

THE DIAGNOSIS OE AFFECTIONS OE THE GALL BLADDER
AND BILE DUCTS,

and pleaded for the early recognition of the primary
inflammations of the gall bladder anel elucts, as in
his opinion if these early stages were promptly
recognized there would be little, if anything, seen
of the secondary stages. He referred to the pres-
ence of leucocytes in these conditions, and laid great
stress upon the importance of laboratory methods
of diagnosis. Among other diseases with which
gall bladder disease may be confused he mentioned
cholelithiasis, congestion of the liver, perforation
of the intestinal tract, sub-diaphragmatic abscess,
pleurisy, pneumonia, pancreatic elisease, syphilis of
the liver, simple abscess of the liver and primary
cancer of the gall bladder. He consielered that
there was still a great deal to be learned in refer-
ence to the hepatic function, and gave it as his
opinion that one must rely very largely upon exami-
nations of urine in making a diagnosis.
Dr. George E. Brewer of New York read a

paper on

THE DIFFERENTIAL DIAGNOSIS OF DISEASES OE THE

GALL BLADDER AND BILE DUCTS,
"

and stated that a great deal of information obtained
in reference to this disease had been due to the con-
ditions found at the time of operation. He divided
the subject into (1) calculus elisease; (2) inflam-
matory elisease ; and (3) new growths, anel calleel
especial attention to the pain in impacted gallstone.
The presence of the gall bladder near the median
line, as well as its congenital absence, was referred
to, and the cause of the pain in gall-bladder elisease
was believed to be due to inflammatory conditions,
although it may be due to pressure and spasm.
The most characteristic symptom of cholelithiasis
was considered to be the pain, while the most con-
spicuous symptoms of stone in the common duct
were mentioned as jaundice, pain and fever. In
the author's opinion inflammation of the gall bladder
is present in most cases coining under the surgeon's
hands, but a tumor of the gall-bladder was rarely
found. The three chief symptoms of obstruction
were given as (1) pain, (2) tumor anel (3) jaundice,
and the fact that gallstones were rarely found in
young persons, say under twenty, was alluded to.

1 For TrcBlelciit's Address, see Journal, p. Blft.
' See Jouknai., p. 620.

 The Boston Medical and Surgical Journal as published by 
The New England Journal of Medicine. Downloaded from nejm.org at NYU WASHINGTON SQUARE CAMPUS on June 28, 2016. 

 For personal use only. No other uses without permission. From the NEJM Archive. Copyright © 2010 Massachusetts Medical Society.



Dr. C. A. Herter of New York read a paper on

THE ETIOLOGY AND l'ATIIOLOGY OE GALLSTONES.

He first considered their chief constituents,
which he saiel were cholesterin and bilirubin. He
exhibited a table showing the results in the forma-
tion of cholesterin after injections into the gall
bladder, and mentioned that cholesterin is increased
in pneumonia, and also that the quantity in the
blooel in relation to the quantity in the bile was

very little. Speaking of bacteria in gallstones, he
referred to the work of Welch, who found the strep-
tococcus pyogenes, or the colon bacillus, while a
bacterial nidus was found in one half of the stones.
He believeel the principal obstacle to the artificial
production of stone was the flow of bile, and he did
not consider that inflammation of the gall bladder,
superinduced by ascitcs and unaccompanied by any
infection, was itself sufficient to give rise to a very
marked increase in the percentage of cholesterin in
the bile. In conclusion he asserted that gallstones
may be produced experimentally by the introduction
of bacteria, although he felt there was considerable
evidence of the fact that we were going a little too
far in assuming that all cases of gallstone were
due to bacteria and nothing else.
Prof. C. A. Ewald of Berlin read a paper on

THE DISEASES OF 'IHE GALL BLADDER AND THE Uli.E

DUCT, WITH ESPECIAL REFERENCE TO DISEASES OF
THE STOMACH AND INTESTINES,

and made the statement that gallstones arise from
a catarrhal condition of the mucosa. As proof
of the fact that a predisposition to this con-
dition may exist, he referred to the occurrence of
the malady in several members of the same

family. He raised the question as to gallstones
causing pain, and gave it as his opinion that the
colic may be due to contractions or inflammations
with or without stone. Personally he looked upon
the pain as being a very variable factor, and as at
times originating from the transverse e-olon. He
attached great importance to chemical and micro-
scopical examinations of the gastric contents, and
stated that hypcrchlorhydria was frequently present
before an attack, but disappeared with it. Speaking
of gall-bladder colic, which he said was variable,
irregular and frequently occurred at night, he
called attention to the similarity between it and gas-
tric crises. He briefly alluded to the importance of
differentiation between acute pancreatic elisease and
gall bladder colic, anel expressed the opinion that a
tumor of the gall bladder was more frequently
absent than present. He claimed that the stones
may perforate into the colon and the contents of
the intestines may be vomited, while infection of
the bile passages from carcinoma occurred fairly
frequently. In the author's opinion 95% of the
cases of carcinoma were complicated with choleli-
thiasis. He called attention to the fact that car-
cinoma is more frequent in women than in men, the
percentage being about four to one, anel stated it
was unknown why stone should sometimes cause
ulcération and at other times carcinoma. He be-
lieved that carcinoma of the biliary passages was

less frequent in women than in men, and expressed
himself as being in favor of medical treatment being

employed first in cases of gall bladder disease.
During an attack of acute inflammation he advised
the use of the ordinary known remedies, except
where the attack was unusually severe, or in the case
of a recurrent attack, in which he recommended
prompt operation. He alluded to the possible fatal
results of a parenchymatous hemorrhage, anel also
to the unfortunate results which sometimes follow
operation.
Dr. William J. Mayo of Rochester, Minn., read a

paper entitled,
" A STUDY OF FIVE HUNDRED AND THIRTY-FOUR OPERA-
TIONS UPON THE GALL BLADDER AND BILE DUCTS."3,
He began his paper with the statement thai

iu nature's defense against infection within the
abdominal cavity there were three weak situations ;
the Fallopian tube, the appendix and the gall blad-
der, of which the first to gain an acceptée! surgical
position was the infective lesions of the tube. He
believed that the ease of diagnosis and the remark-
able results of operative interference contributed
largely to this result. While he admitted that the
appendix, after much discussion, had also reached
an assured place in surgery, he claimed that the
gall bladder had been slow to receive that attention
from the medical public which its importancedeserved. He stated that these patients were
usually along in years, by reason of degenerativelesions or adipose tissue were poor subjects for
operative interference, and did not usually die with
that tragic suddenness which ofttimes marked ap-
pendicitis. He compared the similarity between
the appendix and the gall bladder, and explained
why perforation and sudden death were less frequent
in diseases of the gall bladder than the appendix.
As a cause of chronic distress and disability in adult
life, he believed that diseases of the gall bladder
nearly equalled in frequency those of the appendix,
while in later years the gall bladder undoubtedly
took first place. In St. Mary's hospital, with which
the author is connected, there were 345 operations
for appendicitis, as compared with 143 on the gall
bladder, 98 on the ovaries and tubes, and 77 on the
stomach. The 534 operations upon the gall bladder
and bile passages, which formed the basis of this
paper, were performed.upon 518 patients, with 19
deaths, a mortality of 8.6% ; of the total number
510 were for gallstone disease with a, mortality of
3%. Considering stones in the gall bladder as un-
complicated, there were 208 cases with two deaths,
a mortality of less than 1%.
Prof. Hans Kehr of Halberstadt, Germany,

read a paper on

THE SURGICAL TREATMENT OF OBSTRUCTION OF THE
COMMON BILE DUCT BY STONE OR TUMeiR.

He looked upon the pressure of bile ¡is the chief
factor in forcing stones through the duct. He did
not believe that one could determine whether the
stones were large or small at the time of the colic,
nor whether they passed through the ductus chole-
doehiis or not. The rarity of acute obstructions of
the duct, and the possibility of a spontaneous cure,
were alluded to, but little importance was attached
to the passage of a stone on account of tho proba-

3 Seo JouiiNAb, y. 64S.
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bility that others were left behind. If pancreatic
trouble be associateel with stone in the gall bladder
he advised treating this at the same time, but owing
to the fact that all the broken parts of a stone might
not pass through, he was not in favor of breaking up
the stone. He believed that drainage was more

quickly performed than suturing, and felt that in
colotomy, with sutures, many stones were sometimes
left behind. The pathological conditions present
had a great deal to do with the success of the opera-
tion, which he advised should be done by the use of
a free abdominal incision, anel a generous quantity
of gauze packing, which he claimed playeel a most
important part in the results obtained. While he
admitted that the treatment of obstruction of the
ductus choledochns properly belonged to internal
medicine, he was not in favor of waiting more than
three months before operating. He did not think
an incision into the hepatic duct waB very often
necessary, but diel think that the after treatment
following operation was extremely important.
Dr. Frank Billings of Chicago, in opening the

discussion, spoke more particularly of the diagnosis
of gallstones in the earlier stages. In spite of the
fact that the surgeon had in the greater part of the
operations done in the last few years so enlightened
us in the diagnosis that it could be more readily
made than formerly, he still believed there were

many cases where it was absolutely impossible to
make a rational diagnosis. The pain, which he
said had been referred to by many writers of the
present day as being the most prominent symptom,
was usually in the region of the gall-bladder ap-
paratus, was not always severe, nor always colicky in
character, anel not necessarily present because there
were points of tenderness. The latter he felt might
be elicited in most patients whose abdominal walls
were not too thick, and in this connection he men-
tioned a phenomenon which he had noticed in almost
every case, that is, the reflection of the teutlerness
elicited by pressure within the gall-bladder region
towards the epigastrium, thus explaining the reason
for pain in the region of the stomach when gall-
stones existed. Jaundice he did not think existed
unless the gallstone had escaped from the cyst, and
had passed into the cystic eluct, causing obstruction ;
but he thought it might also occur from the infection
passing from the gall bladder through the gall ducts
into the liver. He was not in favor of this pain or
this tenderness being taken as a sure sign of gall-
stone, because there were other conditions which
might produce pain in this region. Within one

year two patients had been brought to him who had
been operated upon for cystic gallstones without
the stones having been found, and in each case they
were found to be suffering from gastric crises due
to locomotor ataxia. While he admitted that more
than one case of appendicitis had been operated
upon for gallstone, anel also that the pain in pneu-
monia may be confused with gall-bladder colic, yet
he insisted that a careful examination will enable
one to separate these conditions and make a diag-
nosis. In one sense he looked upon gallstones as

being harmless, and as not presenting symptoms
which make a diagnosis possible until infection of
the gall-bladder region had occurred, anel he felt
that very frequently by the time one was able to
make a diagnosis of gallstone, the case had ad-

vanced sufficiently to make it a surgical one and no

longer a meelical one. Taking it for granted that a
diagnosis had been made, and especially if a history
had been elicited of previous attacks, or of the pass-
age of stone, he argued that an operation was indi-
cated immediately. So strongly did he feel this
that he made it a point to so inform his patients and
insist that they take the responsibility, if they did
not heed his advice. His mode of procedure was to
first try to get riel of the infection by proper fooel
anel drink, anel in the case of women adjustment of
the dress and proper respiratory exercise, and if all
these failed, he advised that a surgeon be consulted
at once.
Dr. George Dock said he would only take up one

or two points on account of the subject being such
a broad one anel the time allotted being so limited.
He asserted that there was a class of cases of disease
due to gallstone that was easily recognized, and only
carelessness or ignorance would prevent them from
being sent to a surgeon at once. He admitted, how-
ever, that many of the patients so referred would
not go toa surgeon, largely owing to their ignorance
of the beneficial results to be obtained from surgical
treatment. He felt that the discussion on the papers
presented to the congress would go a long way towards
diminishing this fear anel removing this ignorance.
While in some cases all the ordinary symptoms may
be absent, in others he found that the symptoms
resembled appendicitis or renal colic, but most of
them he argued could easily be separated by a careful
examination. He acknowledged however that some
cases would still remain obscure and would only be
cleared up by the surgeon. He claimed that much
more hael been learned from the surgeon than from
the pathologist in these cases, largely because many
have no history of gallstone disease and many more
do not come to autopsy at all, so that the patholo-
gist eloes not have an opportunity of studying them.
He reported having been particularly impressed with
cases of stomach disease that simulated gallstone
elisease and diseases of the biliary tract involving
the stomach, anel regretted that much valuable time
maybe lost in temporizing with cases of this kind.
He detailed the case of a patient who recently called
upon him in whom a careful examination showed a
marked dilatation of the stomach without any history
pointing to the cause, and he believed the case was
one of latent ulcer of the stomach followed by cica-
tricial contraction. The patient was in a desperate
condition, anel was at once referred to the surgical
clinic for treatment ; buta few elays before the opera-
tion was to have been performed, while the stomach
was being washed out, a gallstone came up with the
stomach washing. Although confronted with this
evidence of disease the patient could recall no symp-
toms of tenderness in the region of the gall bladder,
but examination before this had shown a resistance
in this region. The patient finally came to opera-
tion, which unfortunately terminated fatally and it
was found that he had old and very extensive dis-
ease of the gall bladder and cystic duct, so that they
were almost unrecognizable. The stone that es-

caped into the stomach during life was only one of
a number that lay just at the orifice of the duct, a
quarter of an inch below the pylorus, while the
obstruction was just beyond the pylorus. The
speaker called attention particularly to the fact that
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the most careful cross-questioning of the patient
failed to elicit any information which could have
been of any assistance in making a diagnosis. In
referring to another case which recently came under
his observation the statement was made that the
condition of the stomach was so similar that he
hesitated to make a diagnosis, but in this case cross
examination elicited a history of mild attacks of
jaundice.

De. Henry Sewall discussed the papers at
some length and fully reviewed the subject matter
under the following seventeen different headings :

(1) Remarks confined to a synoptical statement
of the physiological conditions whose modifications
leael to gallstone formation.
(2) The bile is a continuous secretion with rhyth-

mic acceleration, <lue to contraction of the larger
bile ducts.
(3) It will be interesting to consider how the

bile gets into the gall bladder during (he intervals
between its outpourings into the intestine.
(4) While the common duct sphincter is in ac-

tion, the first resistance offered to outflowing bile
must be met at the sphincter in ihe intestinal wall.
The common duct must then be filled up, and the
gall bladder is later filled by a current from the
hepatic to the cystic duct, which current: penetrates
the common duct but a short distance. This leaves
the common duct full e>f stagnant bile, or less prob-
ably there are rhythmic anti-peristaltic contractions
of the common duct emptying it into the cystic
eluct.
(5) The cystic duct communicates with the com-

mon duct by porelike openings, probably less than
2 mm. in diameter. A thin shelf of mucous mem-
brane separates the openings of the cystic to the
hepatio due-t. The duct wall ¡it the confluence e>f
the cystic and hepatic ilucts is noticeably slitter than
that of the common duct, contiguous, so thai slight
internal pressure could pour fluid into the cystic
duct without collapsing the opening of the same.

(0) When the end of the common eluct is slit,
longitudinally, the mucous membrane of the por-
tion of the duct which is included in the intestinal
wall is rough and corrugated as compared with the
smooth line of the rest of the duct (new point).This suggests that the sphincter muscle keeps the
whole half to three quarters inch of duct within the
intestinal wall free from bile, and thus prevents bile
from flowing into the pancreatic duct, which would
be the case were the sphincter action confined to
the very extremity of the duct.
(7) Bile normally enters the intestine by inter-

mittent spurts, due to ¡i rhythmic reflex action con-
sisting in a simultaneous relaxation of the duct,
sphincter ami contraction of the gall-bladder muscle,
whose normal stimulus is the acid chyme from the
stomach acting on the afferent nerves ( vagus
libers) in the mucous membrane of the duodenum.
(8) It is granted on all sides that the dangers of

gallstone disease depend upon bacterial invasion
of the gall bladder and gall ducts. The formation
of gallstones may, indeed, presuppose such inva-
sion.
(9) Stagnant bile invites the multiplication of

germs within it. What physiological means are

there for preventing micro-organisms from penetrat-
ing the ducts and for resisting them when they have
once gained admission ?
(10) As regards the entrance of germs from the

intestine, the sphincter muscle of the duct must form
a useful barrier, but germs must be constantly pene-
trating the common duct.
(11) The hepatic radicals arc probably well pro-

tected from foreign bodies by the direction of the
stream of bile in them, but germs once in the com-
mon eluct must find ready access to the gall bladder
except as to the possible filtering power of the
Heisterian valve in the cystic duct.
(12) Even supposing bacteria have penetrated

to the gall bladder, reflex action ever and anon

expels bile therefrom, and at the same time Hushes
both the cystic anel the common ducts. The
Huid returned to the gall bladder is sterile and
slightly antiseptic. A prominent or principal use
of the gall bladder is to serve as a flush tank for the
common and cystic ducts. It may be suspected
that atrophy or extirpation of the gall bladder
might predispose to cholimgitis.
(13) It is well known that all factors that restrict

the free outflowing of bile (dress, habits of eating,
etc.) predispose to gallstones. Also, if bile, when
secreted by the liver, is already infected, it cannot
serve as a cleansing fluid.
(14) Even after infection of the gall bladder

there probably is considerable power of self-protec-
tion in the biliary apparatus. It is not uncommon
for the surgeon to find evidences of many separate
and successive attacks of cholecystitis (different sets
of stones, etc.).
(15) Also, when once a stone is formed, the ana-

tomical relations of the outlet of the gall bladder
and the cystic eluct are very effective in keeping
the stone harmlessly within the gall bladder (natural
pathological selection). Further evielence is fur-
nished by the frequent atrophy of the gall bladders
containing stone. The cessation of the stream of
bile into the bladder, combined with more or less
stenosis of the cystic duct, must largely obviate the
chances of reinfection of the gall bladder, which
contains stones.
(10) As acid chyme is the normal stimulus to the

gall bladder reflex, a healthy motor and secretory
function of the stomach is essential to a normal
flow of bile (otherwise stagnation anel infection).
The reflex must also be interfered with by duodenal
indigestion and duodenal catarrh extending into the
gall duct, which must at least lead to the stagnation
of bile.
(¡7) The salts of the bile acid are the normal

solvents of cholesterin, the most frequent constit-
uent of gallstones. A normal metabolism of the
liver as to its bile acid forming [lower must have
an important relation to the precipitation of chole-
sterin. Also the normal resorptive power of the
intestine is necessary to the proper résorption and
internal circulation of bile which is thus used as a
solvent. Again the cholesterin secreted by the liver
cells probably results from metabolism of the body
as a whole, anel must depeuel in amount on the gen-
eral health.
Dr. E. G. Janeway of New York, in discussion

laid great stress upon the importance, in cases of
obstruction by stone, of the character of the food
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taken by the patient being under the control of the
physician. He reported having recently seen a
case of complete obstruction where the physician in
charge, who was a well-versed man and had made
somewhat of a special study of this class of cases,
told him that the bile flowed into the intestine.
The diagnosis, therefore, could not be complete
obstruction, but careful cross-questioning of the
patient elicited the fact that he had been eating
very largely of spinach which hael stained the pas-
sages green. This shows very clearly the necessity
of the physician being thoroughly acquainted with
the character of the fooel taken by the patient.
Brief report was made of two cases operateel on for
gallstone obstruction where the elisease was ulcer
of the duodenum.
Prof. B. G. A. MoYNiHAN of Leeds, England,

stateil that a considerable number of cases of gall-
stone disease occurred in England, and then stated
the trenel of their surgical experience in that coun-
try. Referring to Dr. Mayo's remarks, the author
expressed himself as pleased to hear that in the
performance of operations upon the common duct,
Dr. Mayo was using a similar incision to that in use
in England, and the speaker claimed that a great
deal of the improvement in mortality was without a
doubt due to the kind of incision employed, through
which one was able to see the gall bladder and pull
out through the wound about one third of the liver.
In adelition, one can get the common eluct open and
suture it if necessary, which little detail in the opera-
tion has not only given very considerable satisfac-
tion, but has made possible an operation upon the
common duct in twenty or thirty minutes. These
operations used to be considered extremely serious
in England, but the mortality recently, since the
improved incision has been employed, has not
been more than 3 or 4 %. Brief mention was
made of the fact that surgeons are being driven
oftener and oftener to an inspection of the gall
bladder which the present incision permits. He
commented on the fact that sometimes where chole-
cystotomy had been performed there had not been
complete abolition of all the trouble, as the patients
have complained of an uneasiness in the old scar.
For many reasons surgeons have been driven to the
performance of the operation of cholecystectomy,and the alterations have lain chiefly along this line.
Adjourned.

Recent Literature.

Diseases of the Skin. By H. Radcliffe Crocker.
Third edition, revised and enlarged. Philadel-
phia: P. Blakiston's Son & Company. 1903.
A third edition of Dr. Crocker's well-known

book has at last, appeared, many of the articles
having been entirely rewritten, and all thoroughly
revised. While adding much to the usefulness of
the work, this has increased its size very greatly,
so that the volume is too large for comfortable read-
ing. The English edition, we believe, appears in
two volumes. The aelvances made in dermatology
are strikingly illustrated by the large number of

new articles that Dr. Crocker has found it neces-

sary to insert, numbering in all over thirty. There
are also many new illustrations, some of them of
marked excellence. Many of the old cuts of
microscopical specimens seem rather antiquated
compared with those of the present day, and might
well have been omitted. The book will be of great
interest to any one especially interested in derma-
tology, as it is stamped with the personality of the
author, and contains much that is lacking in the
ordinary textbook. The book will be turned to
with interest by teachers when preparing for exer-
cises, and it will be a valuable addition to the
library of the general practitioner who has a good
working knowledge of dermatology. Some criti-
cism might be made of the amount of space allotted
to various subjects, epithelioma, for instance, occu-
pying a relatively small space as compared with
many unusual affections. While of great interest
and value for the specialist or advanced student,
we cannot think that the book is specially adapted
for a textbook for beginners, and indeed it is elilli-
cult to see how any single book could suit both
purposes. Dr. Crocker's book, however, will for
a long time maintain its place as one of the best
treatises on dermatology that have appeared in any
language.
The Practical Treatment of Stammering and Stutter-
ing. By George Andrew Lewis. And a Treat-
ise on the Cultivation of the Voice. By George
B. Hinson, M.A. 12mo. pp. 415. With 19
illustrations. Detroit: George Andrew Lewis.
1902.
This volume is the work of two teachers of the art

of speech. The discussion of the nature of speech
defects and of the mechanism of speech is somewhat
prolix, and fails to present clearly the physiology of
the speech processes, but the practical teaching of
the methods to be employed in overcoming speech
defects is much better, and these chapters should
prove of service to the sufferer, so far as printeel
instructions can be of help. The last quarter of the
book contains a collection of the time-worn selections
for practice, which recalls the sorrows inflicted by
the amateur elocutionist.

The Care of the Baby. A Manual for Mothers and
Nurses, containing Practical Directions for the
Management of Infancy and Childhood in Health
and in Disease. By J. P. CrozerGriffith, M.D.,
Clinical Professor of Diseases of Children in the
Hospital of the University of Pennsylvania; Phy-
sician to the Children's Hospital, Philadelphia.
Third edition. Thoroughly revised. 436 pages,
fully illustrated. Philadelphia, New York, Lon-
don: W. B. Saunders & Co. 1903.
Dr. Griffith's manual is one of the best of the

sort which we have seen. It is very practical and
full of good common-sense advice. We are glael to
see that the importance of wool in infants' clothing
and the necessity of protecting them is duly empha-
sized. We can hardly agree with his position
regarding sterilization versus pasteurization. A
physician would hardly make a mistake in recom-

mending this work to mothers, nurses or those who
are interested in children.
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